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Vaccine Rejection in a University’s Training Family
Health Centers
ABSTRACT
Objective: It was aimed to determine the vaccine rejection rates and affecting factors
in the Training Family Health Centers (TFHC) affiliated with a department of family
medicine.
Methods: This study was designed as a mixed research and conducted in two TFHC
of Department of Family Medicine of Atatürk University. In 2018, parents who did
not receive at least one of the vaccines required under the Ministry of Health's
Extended Immunity Program were included. Semi-structured interview technique was
used on the telephone as the data collection method. Content analysis was applied
statistically. An in-depth interview was done with 6 volunteering parents.
Results: The mean age was 30±1.2 years for both parents. All parents (n=6) who
refused vaccination were university graduates. 66.7% of the parents (n=4) had high
monthly income. According to the medical records of 749 children between 0-16 ages
who were supposed to be vaccinated in 2018, it was observed that in nine children
(1.2%), at least one vaccine was missing. Four children were not vaccinated due to
distrust to the vaccine. Three of the parents refused vaccination due to complications
developed after previous vaccinations.
Conclusions: Vaccine rejection rates were found low in our TFHCs and
socioeconomic levels of them were high. The most important factors affecting vaccine
rejection were the lack of confidence in the vaccine content and insufficient
information about vaccines.
Keywords: Vaccine Rejection, Vaccine Hesitancy, Anti-Vaccination Parents, Family
Health Center

Bir Üniversitenin Eğitim Aile Sağlığı Merkezlerinde Aşı
Reddi
ÖZET

Konuralp Medical Journal
e-ISSN1309–3878
konuralptipdergi@duzce.edu.tr
konuralptipdergisi@gmail.com
www.konuralptipdergi.duzce.edu.tr

Amaç: Bu çalışmada bir Aile Hekimliği Anabilim Dalı’na bağlı Eğitim Aile Sağlığı
Merkezleri'nde (EASM) aşı reddi oranlarının ve etkileyen faktörlerin belirlenmesi
amaçlanmıştır.
Gereç ve Yöntem: Bu çalışma karma bir araştırma olarak tasarlanmış ve Atatürk
Üniversitesi Aile Hekimliği Anabilim Dalı'nın iki EASM’sinde yürütülmüştür.
Çalışmaya 2018 yılında Sağlık Bakanlığı'nın Genişletilmiş Bağışıklık Programı
kapsamında yapılması gerekli aşılardan en az birini almayan ebeveynler dahil
edilmiştir. Veri toplama yöntemi olarak telefonda yarı yapılandırılmış görüşme tekniği
kullanılmış ve içerik analizi uygulanmıştır. Çalışmaya katılmaya gönüllü 6 ebeveyn
ile derinlemesine bir görüşme yapılmıştır.
Bulgular: Her iki ebeveyn için ortalama yaş 30±1.2 yıldı. Aşı reddi yapan tüm
ebeveynler (n=6) üniversite mezunuydu. Ebeveynlerin %66,7'si (n=4) yüksek gelir
düzeyine sahipti. 2018 yılında aşılanması gereken 0-16 yaş arası 749 çocuğun tıbbi
kayıtlarına göre, 9 çocukta (%1,2) en az bir aşının eksik olduğu gözlendi. Dört çocuğa
aşıya güvensizlik nedeniyle aşı yapılmamıştı. Ebeveynlerden üçü ise önceki aşılardan
sonra gelişen komplikasyonlar nedeniyle aşılamayı reddetmişti.
Sonuç: EASM'lerde aşı reddi oranları düşük bulundu ve aşı reddi yapan ebeveynlerin
sosyoekonomik düzeyleri yüksekti. Aşı reddini etkileyen en önemli faktörler, aşı
içeriğine duyulan güvensizlik ve aşılar hakkında yetersiz bilgi idi.
Anahtar Kelimeler: Aşı Reddi, Aşı Kararsızlığı, Aşı Karşıtı Ebeveynler, Aile Sağlığı
Merkezi
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INTRODUCTION
Vaccination is an essential preventive health
service that has been used for many years to control
infectious diseases and prevent complications and
sequelae (1, 2). The World Health Organization
(WHO) reported that 2 to 3 million deaths are
prevented annually with vaccines, and 1.5 million
more deaths can be prevented if vaccination reaches
the desired levels (3). Thanks to the effectiveness of
the vaccines, smallpox has been eradicated in the
world, Turkey has received the "Polio-Free Zone"
certificate, and maternal and neonatal tetanus has
not been observed in Turkey for a long time (4).
The WHO has accepted vaccine rejection as
one of the 10 global threats in 2019 (3). Despite all
the known benefits of vaccines, anti-vaccine
attitudes are increasing in the world (4-7). It is
anticipated that vaccine rejection is gradually rising
in Turkey, and if this rate continues, vaccination
rates will decrease below 80% after five years (4).
It is expected that this will impair social immunity
and that there may be significant increases in the
incidence of rare infectious diseases; even
eradicated diseases may reappear (4, 8).
Studies on vaccine rejection are limited in
Turkey. There are no official and precise data on
vaccine rejection rates. It is known that there are
differences between countries regarding vaccine
rejection and its reasons; even regional differences
exist in the same country (9). The implementation
of the first two years of childhood vaccinations in
Turkey is performed by the family health centers
(FHC), while the task of immunization of the
school children is accomplished by the community
health centers. If school vaccines cannot be
administered, the child is asked to be vaccinated by
the registered FHC.
FHCs have a crucial significance concerning
proper vaccinations and covering large populations.
As a result, there is a need to identify the vaccine
rejection rates in FHCs and to reveal the causes.
This study aimed to determine the vaccine rejection
rates and affecting factors in the Training Family
Health Centers (TFHC) affiliated with a department
of family medicine.
MATERIAL AND METHODS
This study was designed as mixed research,
using both qualitative and quantitative data. The
study was carried out in Atatürk University Faculty
of Medicine Department of Family Medicine in
Table 1. General features of the participants
Interviewed parent
Education of mother/father
P1
Father
University/University
P2
Mother
University/University
P3
Mother
University/University
P4
Mother
University/University
P5
Father
University/University
P6
Father
High school/University
P: parent

June 2019. There are two TFHCs belonging to
Department of Family Medicine. TFHC-1 has three
family health units, and TFHC-2 has two family
health units. Parents of children aged 0-16 with at
least one missing vaccination from the 2018
extended immunity program childhood vaccination
schedule, who could be reached by phone and who
agreed to participate, were included in the study.
Parents were accessed through the phone numbers
registered in the Family Medicine Information
System. The medical records of 749 children who
were supposed to be vaccinated in 2018 were
examined. It was observed that in 9 children
(1.2%), at least one vaccine was missing. An indepth interview was done with 6 volunteering
parents.
Data collection was performed via phone
calls using a semi-structured in-depth interview
technique. A data collection form was used to
determine the socio-demographic characteristics of
the parents. Questions included demographic
information of the parents (age, educational level,
monthly income) and reasons for vaccine rejection.
Parents who have monthly income 5000 and under
5000 Turkish Lira were accepted as low income,
and have monthly income over 5000 Turkish Lira
were accepted as high income.
The interviews were quantitatively assessed
about how their structure was performed.
Telephone interviews were transcribed verbatim.
Thematic content analysis was performed for
qualitative data.
The study protocol was approved by the
ethics committee of Atatürk University Faculty of
Medicine
(Protocol
Number:
B.30.2.ATA.0.01.00/1). Statistical analysis was
done with content analysis, and numerical data
were presented as numbers, percentages, and
standard deviations with the SPSS 23.0 package
program (SPSS Inc., Chicago, I , USA).
RESULTS
The mean age was 30±1.2 years for the
parents. All parents (n=6) who refused vaccination
were university graduates. Of the parents, 2
(33.3%) had low monthly incomes, while 4 (66.7%)
had high monthly income. The general
characteristics of the participants are presented in
Table 1.

Mother/Father profession
Academic staff/Academic staff
Housewife/Academic staff
Academic staff/Academic staff
Housewife/Academic staff
Housewife/Officer
Housewife/Self-employment

Monthly income
High
High
High
High
Low
Low
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The rates of vaccination rejections for the
each age group are demonstrated in Table 2.
According to the medical records of 749 children
between 0-16 age who were supposed to be
vaccinated in 2018, it was observed that in 9
children (1.2%), at least one vaccine was missing. 5
(2.5%) of the 200 children aged 0-16 registered to
the TFHC-1 and 4 (0.7%) of the 549 children aged
0-16 registered to THFC-2 had missing
vaccinations. Missing vaccinations were observed
in 3 (3.3%) out of 89 children aged 0-2 years

registered to the TFHC-1, and 4 (1.32%) of 301
children between the ages of 0-2 registered to the
TFHC-2. On the other hand, when the primary
school first-grade vaccines were examined, it was
found that 1 (1.96%) of 51 children enrolled in the
TFHC-1 had missing vaccinations. In TFHC-2, all
147 children (100%) were vaccinated. Eighth-grade
vaccines in primary school were examined, and it
was seen 1 (1.66%) of the 60 children registered to
the TFHC-1 had missing vaccinations, while all 101
children (100%) in the TFHC-2 were vaccinated.

Table 2. The rates of vaccination rejections in the age groups
Age groups
Total children
Total vaccine rejection
(n)
(n - %)
0-2 age
390
7 – 1.7%
1st grade
198
1 – 0.5%
8th grade
161
1 – 0.6%
0-16 ages
749
9 – 1.2%
Of the parents, 83.3% (n=5) stated that
families decided to refuse the vaccination by the
agreement of both parents, and one child (16.7%)
could not be vaccinated because he was afraid of
the vaccine. All parents (n=6) mentioned that it was
easy to access vaccination and that they were well
informed by the healthcare professionals about the
significance and side effects of the vaccines:
‘‘I know that I can easily access all the
vaccinations without any payment’.’
The reasons for not getting vaccinated were
examined, and it was seen that four children were
not vaccinated due to distrust to the vaccine:
‘‘I do not trust the vaccines, I am concerned
about the content of them.’’
It was observed that 3 of the parents did not
want their children to get vaccinated due to
complications
developed
after
previous
vaccinations. One parent rejected the immunization
due to different schedules between countries and
changes in the schedules and the resulting
insecurity of this change:
‘‘I do not understand why all countries do
not have same vaccine schedule. In our country, the
vaccine schedule changes in every year. This
situation causes insecurity in our family.’’
One parent thought that the vaccine was not
so important because it was not obligatory. On the
other hand, one child was not vaccinated because
he was afraid of vaccination.
When asked about the sources of
information about vaccination, it was seen that all
parents (n=6) used social and visual media. Two
parents also accessed information about the vaccine
from publications, one obtained information from
the neighbors, and one attained knowledge by
consulting a physician. None of the parents was
aware of the Ministry of Health’s website
containing the vaccination schedule.
Five of the parents said that having an oral
or nasal form of vaccines would not affect vaccine

TFHC-1
(n - %)
3 – 3.30%
1 – 1.96%
1 – 1.66%
5 – 2.5 %

TFHC-2
(n - %)
4 – 1.32%
0 – 0%
0 – 0%
4 – 0.7%

rejection decisions. However, the parents who
could not apply the vaccine because their child was
afraid said that if these forms were found, they
could easily vaccinate their child. Two parents
stated that they were not allowed to be discharged
from the hospital until the child was vaccinated.
Hence, they wanted but could not prevent
vaccination against the Hepatitis B virus. Two
parents stated that there were no anti-vaccination
campaigns when their children were born, and one
parent explained that they did not get vaccinated at
birth.
While one parent thought that the MMR
(Measles, Mumps, Rubella) vaccine could cause
autism, another parent stated that she would only
get the MMR vaccine to her child because she was
informed that there was an outbreak of measles in
Turkey. All parents (n=6) agreed that they would
administer the vaccines if they would be produced
in Turkey.
Parents were also asked about the newborn
screening tests, breastfeeding, the use of
recommended vitamin and mineral supplements,
the month of starting complementary feeding,
refrain from medications in the event of disease
(despite the doctor's suggestion), and the status of
Hepatitis B vaccination at birth. All parents
interviewed agreed to the breast milk
recommendations of the ministry of health and/or
the transition to complementary feeding. Only one
parent did not comply with the newborn screening
tests, and heel prick test was not performed from
their child. Although children of four parents were
recommended medications by the doctors in times
of sickness, they did not use them, especially if they
were antibiotics. Two of the six parents did not use
vitamin D and iron supplements at all, and one was
using them irregularly.
DISCUSSION
In our study, the total vaccine rejection rate
in TFHC’s affiliated with the university was found
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to be 1.2%. Since there is no precise data about
vaccine rejection rates in Turkey, it is difficult to
compare our findings. However, even when the age
groups are examined individually, it can be said
that the vaccination rates in the TFHCs are above
the targets of the Ministry of Health of the Republic
of Turkey (10).
In this study, the monthly income and
educational levels of parents who rejected
vaccinations were high. TFHC-1 primarily serves
academic staff, administrative staff, and students.
Thus, they are expected to have a higher
socioeconomic level than the general population.
Interestingly, the vaccine rejection rate on the
THFC-1 was higher than that of the TFHC-2, which
is similar to the other FHCs in the city. In a
previous study, vaccination rates increased parallel
to maternal education; no relationship was found
with paternal schooling and socioeconomic level
(11). In the study conducted by Topçu et al. in
Ankara and Adıyaman in 2019, it was found that
the monthly income and educational status of those
who rejected the vaccine were lower than those
who received the vaccine (12). A study conducted
in the USA revealed that vaccine rejection rates
were higher in those with a higher socioeconomic
status (13). In low- and middle-income countries,
anti-vaccination attitudes and low educational
levels coexist, while in high-income countries, the
reverse is true. Today, the level of vaccination is
higher in well-educated and high-income families
(14).
When vaccination rejection reasons were
examined, it was seen that a child was not
vaccinated due to fear of needles. The family stated
that they wanted to have the vaccine, but could not
get it done because of the child’s anxiety. The same
family expressed that oral or nasal vaccines would
be a suitable solution. In one study, 63% of children
reported fear of needles, 8% reported noncompliance, and 5% postponed the vaccine due to
fear of needles in the child (15). In our study, the
decision of vaccination rejection in the case with
fear was given by the parents and the child together.
When the reasons for not getting vaccinated
were examined, it was seen that four families
rejected the vaccine due to not trusting the vaccine
content and one family due to the distrust caused by
the different vaccination calendars in different
countries and their frequent changes. One of the
families rejected vaccination because the ministry
of health did not force people for vaccination.
Leaving the initiative to the parents may produce an
idea that vaccination is not crucial. One parent did
not send his child for the heel prick test, and four
parents did not use the drugs recommended to their
children (especially antibiotics), although they were
prescribed by the doctor when they were sick.
Considering these findings, it can be concluded that
families who refuse vaccines do not trust the health
system and health professionals. Increased trust in

the healthcare system and healthcare professionals
has been previously shown to increase vaccination
rates (16-18). Additionally, adding new vaccines to
childhood vaccines, rapid developments and
changes in the field of vaccines, and the different
vaccination programs in different countries may
create negative perceptions in parents (14). This
suggests that vaccination adherence can be
increased by providing more detailed information to
families about possible changes in the vaccination
schedules.
While one parent absolutely rejected the
vaccine because of the thought that the MMR
vaccine could cause autism, another parent was
informed that there was a measles outbreak in
Turkey through the media; thus, he would only
allow the child to have the MMR vaccine. There is
strong evidence that MMR vaccination is not
related to autism (19, 20), and even other vaccines
and compounds such as thimerosal and mercury,
which are protective agents in vaccines, do not
cause an increase in autism spectrum disorders (20).
While the Turkish Ministry of Health has a web
page titled “Vaccine Content”, parents are not
aware of this service (21). Families stated that they
generally received information about vaccines
through social and visual media. On the other hand,
anti-vaccine misinformation spreads easier and
faster through the media (22), and families with
anti-vaccination attitudes are more active on the
internet searching for information than other
families (23). Although two giant social media
companies, Facebook and YouTube, have stated
that they will apply sanctions against antivaccination pages, there is still much false
information on the internet (23, 24). Two parents in
our study obtained contradictory information
through the media. There are worrisome increases
in cases of measles in the European geography,
including Turkey. Measles began to reappear in
countries where it had been eliminated (25, 26).
Furthermore, measles outbreaks primarily affect
unvaccinated societies (27).
All parents who participated in our study
stated that it was easy to access the vaccine, and
they were well informed by the healthcare
professionals about the significance and side effects
of the vaccines.
CONCLUSION
This study demonstrated that vaccine
rejection rates were low in our TFHCs. However,
interestingly, those who rejected vaccination had
high socioeconomic levels. It was observed that the
parents who refused the vaccine did not trust the
vaccine’s content, and had different and insufficient
information about vaccines. It was understood that
studies with broader participation should be done
on behalf of preventive medicine, and appropriate
strategies should be developed against the
increasing trend of vaccine rejection.
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